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out, in the absence of the peculiar whitish-pink, abun-
dant expectoration. It seems to me that the differ-
ence in the two conditions may lie in this-that
in acute spasmodic asthma it is the pulmonary artery,
or afferent system, that suffers from spasm, and in acute
suffocative pulmonary o3dema, it is the pulmonary vein, or

efferent system, which is affected ; for in the former case
there is ansemia of the lungs with no expectoration during
the attack, and in the latter there is engorgement, with
pints of it. In other words, in acute spasmodic asthma
(" dry asthma ") the lungs are in much the same condition
as the fingers are when they are cold, white, and "asleep,"
or as in Raynaud’s disease. In acute suffocative pulmonary
oedema ("wet asthma") they are, perhaps, in a similar con-
dition to the extremities in certain forms of erythromelalgia.
I think, therefore, one may reasonably argue that the two
diseases are similar, but that they differ in the’ site affected
by the provocative agent, whatever it may be. Both clinical

pictures may be ascribed respectively to vaso-motor spasm
of the different pulmonary vascular systems.

I shall certainly rely with confidence upon chloroform as a
remedy for both conditions in future, for it seems to me ’,
from the observation of my case that great damage was done
by sedative drugs and also by stimulation by alcohol, and
none of the vaunted remedies for asthma did my patient any
good. She seemed to be drifting into a condition of im-
becility, like an epileptic does, until the systematic admini-
stration of chloroform stopped the violence of the attacks.
She still has attacks-about two a month (instead of three
or four a week as in March last)-it is true, but as the
duration of them is so short and the remedy inspires
such confidence she feels sure eventually she will completely
recover.

iiolton-Ie-Moors.

TWO CASES OF ACUTE DELIRIUM.1

BY R. H. COLE, M.D., M.R.C.P. LOND.
- _ 

1

CASE 1.-The patient was a single woman, aged 40 years, 1
living with her widowed mother, For the sake of employ- 

i

ment and to supplement her income she had lately taken 1 c
some work. There was no family history of insanity, but I

both the patient and her mother were decidedly nervous, and a i

brother had died from hip disease. ’ Until nine months before <

she came under my observation she had enjoyed fairly good 1
health. She then developed a bad attack of pernicious i
ansemia, from which, however, she recovered at the (
end of three months and returned to her work. On <

Feb. 21st, 1900, she again began to feel ill and prostrate,
and she feared a relapse of her former illness. This 1

time, however, she was more nervous and apprehensive, 
complaining of vague cranial uneasiness, and she said 1
that she felt that she was going off her head. " The i
blood was examined again ; it was found to present signs ’of pernicious ansemia and she was admitted for treatment
into a nursing home. The nervousness and restlessness
increased and in a week’s time, after a few hours’ warning,
she became completely delirious which, on March 4th,
necessitated her removal to an asylum where she was under
the care of Mr. G. E. Mould. Before the delirium developed
she had three sleepless nights. The patient now presented a
wild appearance ; she had no powers of recognition what-
ever and chattered incessantly, her speech being incoherent
and the same phrases being repeated over and over again
and she asked questions which she proceeded to answer
herself. She gesticulated and was under the influence of
visual and aural hallucinations. At times she had an ecstatic
expression, apparently believing herself in heaven with

angels Bitting about. She had to be fed artificially and her
bladder and rectum required constant attention. In spite of
sedatives it was difficult to procure any sleep. The pulse
was weak, varying between 120 and 140, the temperature
being 99&deg; F. There were a dry cracked tongue and sordes
on the lips. The patient was given abundant nutriment and
stimulants but she was evidently becoming exhausted. On
the 9th her temperature rose to 105&deg; and she seemed to be in
a moribund condition. She was ice-packed, a hypodermic

9 Abstract of a paper read before the St. Mary’s Hospital Medical
Society on Dec. 11th, 1901,

injection of strychnine was administered, and the stimulant
(brandy) was increased. She rallied somewhat and the

temperature was reduced, only to rise again on the

following day to 107&deg;. The patient was then placed
in an ice-cold bath for half an hour which reduced
the temperature to normal for a few hours. On the
temperature rising once more she was placed on an iced
water-bed and was given quinine and strychnine by the
mouth and meat extracts and stimulants. She responded but
feebly to these agents ; the delirium had now become of a
low muttering form and she picked at the bed-clothes. She
died on the llth in a state of collapse. Unfortunately no
post-mortem examination was obtained.
CASE 2.-The patient was a young professional man,

aged 27 years and single. An aunt had suffered from
chronic insanity. With the exception of an attack of
influenza a few years previously the patient had always
enjoyed excellent health. He was by nature sociable,
athletic, and clever, and had led a regular and temperate
life. He was about to begin his life’s work, having just
finished his final examinations. He seemed unduly to feel .

the responsibility of his office, and some irritability and
change of disposition were observed by his friends for a fort-
night or more. On April 3rd, 1901, he first complained of
not feeling well, being depressed and unable to collect his
thoughts ; however, he continued at his work until the 6th,
with sleepless nights, when one of his friends gave him a
Dover’s powder and sent him to bed. On the 7th his
manner was so strange that an attendant was engaged.
He looked very dejected and would hardly speak; he
gave expression, however, to delusions that he had neglected
his work and ruined his family and he was some-

what suspicious about his diet. He could obtain no

sleep without hypnotics and five days later (on the 12th) he
was transferred to an asylum for special treatment. He
would not eat an ordinary meal, but after persuasion drank
milk on the first two days after his admission. From the
14th to the 21st he had to be fed with a tube (nasal). He was
now in an exceedingly resistive mood, champing his teeth,
refusing all food, and struggling during the dressing and when
undressing or when going out for exercise and returning to
his room ; he now, however, slept well and without any
hypnotics. On the 22nd he took his meals voluntarily, and
on the next day he had a lucid interval which com-

, menced suddenly and lasted three hours; during this
interval he stated that he had a vague recollection
; of being moved to the asylum, but could scarcely
remember anything more. He gradually became more

restless and inattentive, and in the course of an hour
’ 

he had drifted into a semi-stuporous condition, but he was
quite tractable and took his food well. He would not speak

except to utter emotional phrases, and any reference to his

, 
friends or relatives increased his agitation. In this state he

remained for five weeks. On the night of May 28th he was
, sleepless and he looked ill on the next morning, his tempera-
ture being 100&deg; F. and his pulse 120. He became very excited,
) , struggled with his attendants, and took his food only by
; compulsion. During the next three days the patient was in
; a condition of acute delirium and evidently under the

influence of terrifying hallucinations, chiefly of a visual
nature. He occasionally talked, but his speech was in-
coherent and almost unintelligible. The pyrexia increased

r to 102&deg;, and his pulse varied from 120 to 150. Sedatives were
1 administered but he obtained very little sleep. From June 2nd
to the 8th he lay on a water-bed in a very prostrate condition,
- with a dry tongue and sordes on his lips, and in order to
t ensure sufficient nourishment he was again fed by a nasal
1 tube. Six ounces of brandy and four ounces of port wine
r were now given per diem and sleep was obtained by means
f of two drachms of paraldehyde every night. His pulse, which
c had always been rapid, was now intermittent and gave cause
J. for anxiety. On the 5th he had a syncopal attack, but
r recovered with the assistance of a hypodermic injection of
f strychnine. The muscular system was in a state of hyper-
e tonicity and change of position was accompanied by pain.
e On the 9th the patient again began to take food voluntarily
,g and seemed to be a little stronger. His temperature on this
d day was 100&deg; and his pulse was 130. On the 12th the tempera-
n ture returned to normal although the pulse continued to be
n rapid. In order to ease his back he was now allowed to sit up
c for an hour occasionally. Mentally he was still in a state of
_ confusion, but he would answer simple questions and appeared
al to be slowly recovering. On the 15th he woke up in thea 

tniddle of the night to use his night-stool, and a quarter of
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an hour after returning to bed he complained of feeling very
ill and faint. Subcutaneous injections were again adminis-
tered in order to restore the failing heart, but this time the
patient died. A necropsy could not be obtained until 36
hours after death, when the brain presented a congested
appearance and there was evidence of minute subpial
haemorrhages. The meninges showed no signs of inflamma-
tion. Some of the cerebro-spinal fluid was collected in a
sterilised bottle, from which cultures of the diplococcus
lanceolatus were obtained. Nissl sections of the brain were
made later under the direction of Dr. F. W. Mott, but no
pathological changes in the cortical cells could be discovered.
The other organs were normal.
Acute delirium is generally regarded as the most con-

venient term to apply to a somewhat rare but fatal group of
clinical cases of which the two narrated above are types and
which seem to be worthy of record. In all, practically, there
is a predisposition to mental instability, hereditary or

acquired. Some observers, especially in Italy, have described
a bacillus associated with this condition, and others have
found various kinds of cocci, whilst in many cases no

organisms can be found at all. It seems probable that the
toxins arise autogenetically.
upper Berkeley-street, W.

THE DECAY OF AUSCULTATION AND
THE USE OF THE BINAURAL

STETHOSCOPE.

BY H. W. SYERS, M.A., M.D. CANTAB.,
PHYSICIAN TO OUT-PATIENTS, GREAT NORTHERN CENTRAL HOSPITAL.

THE student of the present time is in danger of being
overwhelmed by the multiplicity of the methods of diagnosing
and treating disease. The continual outpouring of new

remedies, most of which soon pass into merited oblivion, and
the incessant recommendation of new (very often ancient)
modes of treatment, chiefly distinguished by their grotesque-
ness, with all of which he is credited with possessing some
sort of knowledge, render his career in the domain of thera-
peutics a chequered one. But with this side of the question
I have now no concern, intending, as I do, to deal only with
the method of diagnosis.
Twenty years ago the student was taught to rely almost

entirely on the results obtained from the employment of his
unaided senses, from the aspect of the patient, his attitude,
and his mode of answering questions ; in all these ways it was
necessary for the learner to draw his own inferences, the use
of special instruments being confined to that of the micro-
scope, stethoscope, laryngoscope, and ophthalmoscope. Now,
owing to the introduction of complicated blood examina-
tions, of bacteriological methods of diagnosis, of colour
reactions with the urine, and of many other proceedings of
kindred nature, so much time has to be devoted to special
modes of research that there is real danger of the old-
fashioned but well-tried methods being relegated to the
background in the student’s scheme of practical work. To
this craze for the employment of laboratory tests and for short
cuts to diagnosis I attribute much of the present-day weak-
ness in bedside examination which is, I regret to say, so

often in evidence in union with the possession of the highest
medical qualifications. These remarks are quite general and
apply to no mode of examination in particular.

But, to pass from the abstract to the concrete, I would
draw attention to a most urgently required reformation in
a very important method of examination, an examination
which is undertaken daily and hourly and which lies at
the very foundation of clinical work. I refer to the examina-
tion of the chest and to the manner in which it is carried
out. Until about 20 years ago the condition of the
thoracic organs was always investigated by means of
the wooden stethoscope, an instrument now almost
banished and rarely seen either in hospitals or con-

sulting-rooms. At the time referred to it became the
fashion to employ the binaural instrument, at first in quite
a tentative manner, then in combination with the use of the
wooden instrument, and finally boldly and openly as the only
stethoscope worthy the name. Now, were it the fact that
the binaural instrument possessed advantages rendering it

greatly superior to the wooden one this supersession of the
latter would be merely an ordinary instance of the survival

of the fittest, and nothing would remain to be said on the
use of stethoscopes. But the facts are altogether opposed
to this view of the case, and I am convinced that much of
the faulty diagnosis of chest disease which is so frequently
seen at the present day is the result of the habitual use of
the binaural stethoscope. And the reason why this important
matter has not attracted attention hitherto is, I have no
doubt, the undue weight which is attached to those labora-
tory methods of diagnosis to which I have already alluded,
and which can only result in the production of an unsound,
unpractical, theoretical (in the worst sense of the term) type
of clinician. The errors which are the direct and immediate
result of the constant use of the double stethoscope are of
course most obvious in the case of those whose experience of
the physical evidence of disease is limited, and is less

apparent when the examiner by long practice has become
familiar with the physiognomy of disease, so that he is to a
great extent free from the necessity of employing an instru-
ment in order to draw his conclusions as to the nature of the
illness. But even in this case errors of omission, though not
perhaps of commission, are not seldom made through the
employment of the binaural stethoscope, while in the hands
of the younger brethren faults of both kinds are, to my
certain knowledge, only too frequently committed, due

entirely to the obstinate use of this most pernicious
instrument.

I will now in a few words give my personal experiences
in this important matter of diagnosis by means of the ever-
popular binaural stethoscope. I have convinced myself that as
regards the investigation of the sounds of the heart this instru-
ment is most unreliable, and increasing experience, not only
of students’ work, but of that of qualified practitioners who
are in the habit of employing the double stethoscope, con-
firms me in the opinion that unless the use of this instru-
ment be discontinued in no long time aortic regurgitation at
all events will be a disease which cannot be certainly
diagnosed. I do not, of course, refer to those cases in which
the diastolic aortic murmur is so obvious that it cannot

possibly be mistaken, but to that very large class of murmurs
due to incompetent aortic valves in which the bruit is soft,
low-pitched, and not by any means easy to hear. It is these
murmurs which are constantly passed over, the second sound
being described as "clear." " The least reflection will con-
vince anyone of the great danger attending the failure to
discover such a murmur. In the case of a candidate for
insurance much injury may be done to the office’ and
one of which the directors would have every right
to complain. It is well known that the soft, low-
toned regurgitant murmurs are just those which are

found in cases subsequently dying suddenly, the very
softness of the murmur being a most unfavourable in-
dication as depending upon a feeble ventricular systole.
But it may be urged that in aortic disease the physical signs,
apart altogether from the murmur, are so characteristic that
it would be impossible for the lesion to be overlooked. I
would reply to this objection that in the case of the murmur
in question the left ventricle is often scarcely at all hyper-
trophied, there is no throbbing of the carotids, and the radial
pulse may not possess the characters associated with the
presence of aortic reflux. As regards the latter, indeed, i he
qualities of the pulse found in aortic regurgitation are by no
means seldom met with in people whose aortic valves n’e
perfectly healthy. It may also be mentioned that even if

hypertrophy is present it is often masked by emphysema.
Thus, then, we are reduced to the evidence furnished by

the murmur and this alone, in forming the diagnosis of
. a most serious and fatal form of cardiac valve lesion,
l and it is neither more nor less than a calamity for
l such a murmur to be overlooked. Yet to my certain
knowledge this happens every day. Now, a murmur may
-be passed over from the incompetence of the examiner as
t well as from the unsuitableness of his instrument. In other
words, it may be in some cases that a bad workman unfairly
f complains of his tools. But this argument, in my experi-
tence, does not apply to the question now under consideration.
Most efficient and even brilliant auscultators I have found to
; overlook constantly this variety of murmur simply and solely
because the binaural stethoscope which they to their sub-
sequent sorrow, had been in the habit of using had misled
r them. The same observers when immediately afterwards
t employing a wooden stethoscope have invariably detected the
t murmur at once and have acknowledged their error, attri-

e buting it to its rightful cause-the use of an untrustworthy
,1  instrument. This is a certain proof that the slip was the


